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1. Executive Summary  
Sleep Action’s Support Line is a specialist national service that provides free behavioural sleep 
support to children, young people and families across Scotland affected by chronic sleep 
deprivation.   Critically, this service is not just about sleep; it’s also about supporting family 
resilience. 

The evidence demonstrates that Sleep Action’s Support Line delivers valued, specialist and 
family-centred sleep support, particularly beneficial for families whose sleep difficulties sit 
alongside additional support needs, neurodivergence, poverty, parental exhaustion and wider 
family stress. Its strongest contribution goes beyond resolving sleep challenges; it improves 
coping, emotional wellbeing, confidence and, in some cases, family stability.  

Tier / 
Pathway Who it supports Core activities Short-term 

outcomes 
Medium-term 

outcomes 
Longer-term 

impact 

Tier 1: 
advice and 
assessment 

Families with less 
complex sleep 
difficulties, usually 
typically developing 
children. 

Enquiry, toolkit, 
assessment call, 
sleep plan, follow-
up and 
signposting. 

Families feel 
heard, 
understand sleep 
issues and gain 
practical 
strategies. 

Improved routines, 
reduced anxiety and 
greater parental 
confidence. 

Earlier help 
prevents escalation 
and reduces 
avoidable service 
pressure. 

Tier 2: 
enhanced 
support 

Families with additional 
support needs, 
neurodivergence, 
trauma, poverty or 
other complexity. 

Referral call, 
counsellor 
matching, full 
assessment, SDI, 
tailored support 
and review. 

Families feel 
validated; wider 
sleep factors are 
identified and 
first steps 
agreed. 

Improved wellbeing, 
coping, 
relationships, 
routines and 
school/nursery 
engagement. 

Complex families 
become more 
resilient and less 
likely to reach 
crisis. 

SSP: bridge 
pathway 

Families between Tier 1 
and Tier 2, including 
some awaiting 
diagnosis. 

Enhanced advice, 
assessment, SDI, 
sleep plan, 2–3 
follow-ups and 
step-up if needed. 

Families receive 
earlier tailored 
input, reducing 
anxiety while 
needs are 
clarified. 

Better coping, 
routines and clarity 
on whether Tier 2 is 
required. 

More 
proportionate 
support improves 
pathway flow and 
reduces Tier 2 
pressure. 

Cross-
cutting 
impact 

Across all tiers, the Support Line helps families move from exhaustion and uncertainty toward practical 
coping, improved routines, stronger relationships and greater stability. 

 

However,  demand now exceeds capacity, waiting times are at their highest recorded level, 
and the service faces growing financial pressures that threaten its ability to respond to 
increasing complexity of need. 

1.1 Purpose  
This report examines the impact of Sleep Action’s Support Line during the period from January 
2024 to December 2025.   It examines who the service supports, the outcomes achieved, 
service challenges, opportunities and implications of financial pressures on future delivery. 
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Findings draw on the perspectives of managers, practitioners and beneficiaries alongside 
monitoring and outcomes data, representing the experiences of 1,187 families. The findings 
are intended to support future funding proposals and commissioning decisions by 
demonstrating the value of the Support Line and the needs it addresses. 

Family feedback reflects the experiences of 10 families and should be interpreted alongside 
practitioner evidence, which draws on wider caseload experience. Monitoring and practitioner 
data provide a broad view of demand, need and delivery, while direct family consultation gives 
valuable but more limited insight. 

1.2 Service Description 
The Support Line is a free national, self-referral service providing free behavioural sleep 
support to families across Scotland whose children and young people are affected by chronic 
sleep deprivation.   

The service operates a tiered model, offering Tier 1 advice and assessment for less complex 
cases, Tier 2 enhanced support for families with additional needs or more complex 
circumstances, and a newer Sleep Support Practitioner pathway for those whose needs sit 
between the two. Families receive practical, tailored guidance, tools and follow-up through 
flexible remote delivery, including telephone and email, as well as the offer of video contact.  

1.3 Service User Profile 
The Support Line reaches families across Scotland, with recorded support delivered to 1,187 
families during 2024–2025: 766 Tier 2 families, 409 Tier 1 families and 12 families through the 
emerging SSP pathway.  

Families were supported across all 32 local authorities, with the highest volumes in City of 
Edinburgh (157), Glasgow City (148), North Lanarkshire (90) and South Lanarkshire (89). 
Families most often heard about the service through Health Visitors (203), schools or nurseries 
(144), GPs (133), mental health services (125) and word of mouth (108), highlighting the key 
role of health, education and informal networks in connecting families to support. 

The service supports families experiencing significant socio-economic and practical pressures. 
Families are spread across SIMD quintiles, but just over two-fifths (43%) live in the most 
deprived areas, rising to 49 % among Tier 2 families compared with 31% of Tier 1 families. Tier 
2 families are also more likely to be one-parent households, kinship care families, or fostering 
or in the process of adopting a child. During the evaluation period, 41 cases were flagged for 
child protection issues. 

1.4 Service Context 
The Support Line is filling a wider systems gap, ultimately absorbing unmet need, driven by 
limited NHS provision and diminishing local sleep support. Since the pandemic, annual case 
numbers have remained relatively stable at between 588 and 600 per year, but the profile of 
demand is changing. The proportion categorised as Tier 1 has increased from 27% in 2023/24 
to 43% in 2024/25, suggesting a growing need among families seeking earlier or lower-level 
support, while demand for Tier 2 remains substantial, with greater complexity of needs. 



   
 

4 
 

At the time of writing, waiting times are the longest in the Support Line’s history, with Tier 2 
families waiting around 38 weeks and Tier 1 families around 16 weeks. The evidence points to 
a growing gap between family need and available service capacity. 

Alongside this, Sleep Action faces a growing funding challenge. Although Capella’s overall 
reach and impact are increasing, the rise in turnover is largely driven by TEENS+, creating a 
specific challenge for Sleep Action, which remains heavily reliant on grant funding. As 
organisational turnover has increased and funders’ eligibility criteria have narrowed, fewer 
funders now align with Sleep Action’s profile, particularly where income thresholds apply. 

1.5 National Context 
Research shows that sleep disruption is widespread and worsening.  

- 70% of adults and 90% of adolescents fail to meet sleep recommendations  (Scotland 
Speaks study). 

- 42% of girls and 31% of boys have difficulty getting to sleep more than once per week, 
up from 25% and 22% respectively in 1990 (The Health Behaviour in School-Aged 
Children in Scotland Study 2022). 

- One in three primary school pupils and seven in ten secondary school pupils are not 
getting the NHS-recommended nine hours of sleep (The British Nutrition Foundation). 

- Families affected by neurodivergence and additional support needs face particular 
pressure: up to 80% of autistic children experience sleep issues compared with 25–40% 
of children generally;  

- ASN diagnoses have more than doubled over the last decade; neurodevelopmental 
assessment waits can far exceed the 18-week NICE standard; and around one in five 
CAMHS referrals may be rejected.  

- Wider evidence links insufficient sleep with poorer emotional wellbeing, anxiety, 
depression, stress, impaired cognition, school underperformance, poorer quality of life, 
sedentary behaviour, obesity and longer-term health risks. 

These gaps leave families managing complex sleep, behaviour and mental health needs 
without timely specialist support, increasing reliance on the Support Line as an accessible 
national source of practical help.  

Greater universal need for sleep support is not matched by specialist provision. Instead, gaps 
in local services are increasing demand for practical support and, in some cases, contributing 
to escalation at family level. Scotland has no national sleep strategy, despite sleep being 
recognised internationally as a pillar of health. Children’s sleep support remains limited, varies 
by NHS area and is often focused on medical rather than behavioural sleep issues. Local sleep 
clinics are described as “few and far between”; health visiting capacity is stretched; early 
intervention routes such as these have reduced; and private sleep consultancy is unaffordable 
for many.  
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1.6 Needs of Families 
Evidence links insufficient sleep with poorer emotional wellbeing, anxiety, depression, stress, 
impaired cognition, school underperformance, poorer quality of life, sedentary behaviour, 
obesity and longer-term health risks. 

The needs are particularly complex for Tier 2 families, where sleep difficulties often sit 
alongside suspected or diagnosed autism, ADHD/ADD, other additional support needs, 
trauma, anxiety, social isolation, school disengagement, bereavement, domestic abuse, 
poverty or wider family stress. Families are often seeking more than generic advice: they need 
support that helps them understand the child’s sleep pattern, routines, environment, sensory 
needs and wider context, and then translate this into strategies that can be implemented at 
home. 

Parents and carers commonly approach the service when they are exhausted, anxious, 
overwhelmed and unsure what else to try. Practitioners report that many parents have already 
tried “everything”, lack clear sleep-specific guidance, and are receiving little or generic advice 
from other routes such as GPs, CAMHS or health visitors.   

At whole-family level, the need is for support that recognises chronic sleep deprivation as a 
household issue rather than only a child sleep problem. Poor sleep can affect siblings, family 
relationships, emotional wellbeing, anxiety and depression, school and work routines, and 
overall family stability. Tier 2 families experience the greatest range and intensity of impact. 
Families therefore need accessible, flexible and affordable support that reduces isolation, helps 
them feel heard, and builds coping and problem-solving capacity. 

1.7 Outcomes  

Outcomes for children and young people 
Other than improved sleep, the strongest outcomes for children and young people are 
improvements in anxiety, emotional wellbeing, day-to-day functioning and engagement with 
school or nursery. Internal evaluation data from 156 post-support responses indicates positive 
change in sleep, anxiety, social isolation, school engagement and family relationships. Tier 1 
support generates improvement for less complex cases, and prevents escalation of challenges, 
while Tier 2 support shows positive outcomes for children and young people with more 
complex and overlapping needs, including suspected autism, ADHD/ADD, trauma, anxiety and 
school disengagement. 

Across practitioner and family evidence, anxiety is the clearest and most consistent area of 
improvement. For Tier 1 families, practitioners identify anxiety, social isolation, school 
engagement and family relationships as areas of positive change, although family feedback is 
based on only two responses and therefore should be treated cautiously. For Tier 2 families, 
both practitioners and families report stronger alignment, with improvements most clearly 
linked to anxiety and emotional wellbeing, family relationships and school engagement; 
families also report apparent improvement in challenging behaviour. Focus group feedback 
suggests that outcomes for autistic children and children with more complex needs are often 
best understood as better sleep management, greater stability and improved coping. 
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The emerging SSP pathway shows early promise, with the practitioner reporting positive 
outcomes for anxiety, school engagement, social isolation and, to a lesser extent, family 
relationships.   

Outcomes for families 
Practitioner evidence shows that chronic sleep deprivation affects the whole family, with poor 
sleep in the wider family reported as occurring often or always, and 57% of Tier 2 practitioners 
stating that sleep deprivation always impacts the family unit. Against this backdrop, the 
clearest family outcomes are improved emotional wellbeing, reduced anxiety and depression, 
stronger family relationships, and greater stability in day-to-day routines. 

Outcomes are visible across all tiers but are most significant for Tier 2 families, where needs 
are more complex, and the effects of sleep deprivation are more likely to ripple across the 
household. Family feedback on siblings shows a broader pattern of benefit in Tier 2 cases, 
including improvements in emotional wellbeing, anxiety, family relationships and, to a lesser 
extent, sleep and school engagement.  

Overall, the Support Line appears strongest in improving emotional and relational stability 
across the family, helping families move from exhaustion and uncertainty towards practical 
coping and more manageable routines.  

1.8 Service Costs and Funding 
The Support Line delivers significant value but is facing increasing financial pressures.  
Projected costs rise from £169,000 to £187,000 over the next three years, before any material 
expansion in service capacity.  As a remote, national service, with a home-working team, cost 
efficiencies are maximised. A funding gap of £55,000 remains in the current year and could 
increase to £94,000 by 2028/2029 if statutory funding remains at the current level. An 
investment of approx. £30,000 per annum could increase capacity and reduce waiting times. 

Future sustainability will depend on a more diversified funding strategy. The strongest 
opportunities are likely to be for Tier 2 and SSP provision, where the evidence shows clear 
benefits for vulnerable families with complex needs. Alongside statutory and charitable 
funding, Sleep Action should grow unrestricted income, pursue regional and place-based 
opportunities, and strengthen relationships with HSCPs and local funders. Funders focused 
on family wellbeing, parental resilience and early intervention should be prioritised, as these 
align closely with the service’s most measurable outcomes. Continued investment in impact 
measurement and evidence of outcomes will also be essential to support future funding and 
commissioning. 

1.9 Social Return on Investment (SROI) 
Social return on investment calculations are beyond the remit of this report; however, it is 
relevant. Although no sleep-specific SROI benchmark was identified, wider wellbeing and 
family resilience evidence suggests that outcomes such as reduced parental and child 
anxiety, improved coping, stronger families and reduced use of public sector services can 
generate meaningful social impact.   
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In 2019, the Global Value Exchange published a figure of £2207.271 as a proxy value for 
participants noting a change in their mental health, after a year of community support.  Data 
from Edinburgh Napier University, suggests proxy values of £3,000 - £4,000 (improved family 
functioning), £1,500 - £2,000 (carer burden reduction) and £64-£98, per family for avoided 
GP appointments.  Given the data gathered in this report, it is likely that such values could be 
attributed to families supported by the Tier 2 service. 

Any figures/estimates quoted must be treated as indicative until a stronger baseline and 
follow-up measures are in place.  However, evidence suggests that Tier 2 support has 
potential to generate wider value for families and public services. 

1.10 Service Strengths
Practitioners describe the service strengths as; tailored, flexible and family-centred model, 
offering specialist expertise, which is accessible across Scotland. Families reinforce these 
strengths through their own experience of the relationship with practitioners, particularly 
feeling listened to, understood, reassured and not judged. Combining these perspectives 
identifies three key strengths: 

Tailored, family-centred and flexible support 
The service is highly personalised to each family’s circumstances, child’s needs and wider 
context. Practitioners adapt the pace, format, timing and level of support, helping families 
develop realistic strategies that work in their own home life rather than offering generic 
advice. 

Expert, compassionate and non-judgemental staff 
Families and practitioners consistently highlight the quality of the team. Staff combine 
specialist sleep knowledge with empathy, patience and clear communication, creating a safe 
space where parents feel listened to, understood and reassured rather than blamed. 

Accessible, ongoing support that builds family confidence 
The service is free, confidential, Scotland-wide and available through self-referral, reducing 
financial and geographical barriers. Its ongoing one-to-one relationship model helps families 
feel less alone and builds their confidence, skills and capacity to manage sleep challenges 
over time. 

1.11 Delivery Challenges
The evaluation identifies a small number of delivery challenges. Most relate to the impacts of 
increasing demand, limited capacity and the practical realities of supporting complex families 
through a national remote model, as opposed to any weaknesses in the quality of support. 

1 no longer published but used in Community Benefit Calculations for asset transfers by the 
author 
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Waiting times: demand exceeds capacity, with waiting times now the longest in the 
service’s history. Families can remain under significant pressure while waiting, and 
reduced waiting times were identified by one Tier 2 family as an area for improvement. 

Family engagement pressures: staff report that barriers often relate to family 
circumstances, including work and care commitments, single-parent pressures, wider 
crises, bereavement, homelessness, escalating behaviour or difficulty sustaining sleep 
plans consistently alongside other demands. 

Remote delivery limitations: the remote model improves access, but can make it 
harder for practitioners to assess home environments, observe non-verbal cues, build 
rapport and fully understand complex family dynamics. Families value choice of format, 
with some suggesting video or face-to-face options where feasible. 

Operational capacity: managing a largely remote, part-time and sessional team creates 
challenges around coordination, discussion and supervision. Operational management 
and administrative capacity are limited, reducing time available for resource 
development, process improvement and urgent query handling. 

Referral and information quality: although the service is self-referral only, 
professionals continue to signpost families inconsistently, sometimes without sufficient 
contact details or context. This creates additional administrative work and can delay 
clear communication with families. 

Caseload complexity and staff time: while most staff feel they have enough time to 
support families, a quarter reported occasions when this was not the case. Staff describe 
juggling multiple complex cases and balancing timely follow-up with the depth of 
support some families require 

 

1.12 Recommendations 
Recommendations focus on strengthening capacity, improving the family journey and 
developing proportionate service options that preserve the Support Line’s core strengths while 
responding to rising demand, case complexity and family feedback. 

Increase capacity and reduce waiting times: invest in measures to increase 
efficiencies, or source funding for staffing to reduce current waiting times, protect 
the quality of one-to-one support and give families earlier access to help while 
demand remains high. 

Develop support while families wait: consider online Q&A sessions, workshops, 
self-help resources and carefully designed group or peer options to provide safe 
interim support without creating unrealistic expectations or unmanaged risk. Place-
based approaches may be attractive to local and regional funders. 
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Strengthen pathways with other professionals: improve communication with 
schools, GPs, health visitors, CAMHS and family support services, while increasing 
sleep education for professionals. This could include clearer guidance on typical 
developmental sleep patterns and how these differ from sleep difficulties linked to 
neurodevelopmental conditions. 

Offer greater choice in delivery format: retain remote delivery as the core 
national model but explore video, blended or limited face-to-face options where 
these would improve assessment, rapport or accessibility for families with more 
complex needs.  Focusing on areas where waiting lists are longest, or referral 
numbers are high, local funders could potentially support grassroots delivery. 

Invest in resources and digital tools: develop standardised but adaptable 
resources, follow-up videos, workshops and app-based tools such as sleep diaries, 
checklists and age-specific sleep planning materials, including options designed 
directly for teenagers. This would reduce staff time spent creating new materials. 

Improve monitoring and pathway learning: strengthen outcome recording, 
including gathering baseline data, and follow-up.  Learning from the SSP pathway so 
the service can evidence impact more consistently. Identify opportunities to 
feedback by email, and gathering baseline data will better support outcomes 
measurement beyond improvement in sleep. 

Fundraising approach: widen the funding mix by exploring new sources, including 
suggested donations for Tier 1 support and place-based funding where local 
funders may support face-to-face activity. 
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2 Introduction
2.1 Organisational Background 
Capella (formerly Sleep Scotland) takes preventative and early action to improve outcomes 
for children, young people, families, and carers through two charitable services: Sleep Action 
and TEENS+.  Both services takes a person-centred, preventative approach and works with 
empathy and integrity to bring about lasting change, helping service users thrive. 

Sleep Action is where Capella started, inspired by a parent with lived experience who wanted 
to do more for other families with a child with additional support needs affected by chronic 
sleep deprivation. Now the only charitable provider of sleep support in Scotland, the service 
provides information, education, and behavioural support at no cost to families of children 
and young people with additional needs and/or battling the debilitating effects of chronic 
sleep deprivation. 

2.2        Service Overview
Sleep Action is the leading provider of universal sleep support, training, and resources in the 
UK, working with professionals, families, and employers to promote healthy sleep for 
everyone. It achieves this through three themes: 

• Supporting children, young people, and their families to achieve healthy sleep.
• Providing high-quality training to support healthy sleep for everyone.
• Using the latest scientific understanding to promote healthy sleep in new knowledge

spheres.

2.3        Purpose of Evaluation
The purpose of this work is to produce evidence of the impact of the Sleep Support Line on 
the lives of children, young people, and families across Scotland, to present to prospective 
funders and future commissioners of the service.  The Sleep Action Manager and Support 
Line Manager confirmed three specific aims for evaluating activity for the period from 
January 2024 to December 2025: 

• To demonstrate the extent to which the Support Line realises anticipated outcomes,
including the identification of any unexpected outcomes.

• To identify specific delivery successes and challenges, considering the perspectives of
managers, staff and beneficiaries.

• To determine how best to fund the future of the Sleep Support Line, considering the
beneficiaries and impact.

2.4         Data Collection
Consideration was given to what information is already available and built upon to fill gaps 
in understanding.  The evaluation of two years' activity, between January 2024 and December 
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2025, encompasses the introduction of a new CRM system. The introduction of this system 
provides greater depth of information on beneficiaries, their circumstances and outcomes 
than before. 

2.5         Document Review 
This review involved previous assessments, project applications, and reports relating to the 
delivery.  Additionally, background research was conducted to determine ongoing demand 
and identify best practices within the fund or project activity’s scope. 

Analysis of Existing Data Capture/Outcomes Measurement Tools 

Tool Data Provided 

CRM System 
Number of families, geographical spread, tier, duration and 
intensity of support, outcomes, wider challenges, nature of 
referral, onward referral, SIMD, and related data. 

Post-support 
evaluation reports 

Number of families contacted, return rate, quantitative 
feedback, and open-ended responses. 

Stakeholder Engagement 

Position/Remit Method 

Head of Service Virtual semi-structured interview (s) 

Support Line Manager Virtual semi-structured interview (s) 

Sleep Advisors (4) 
Online survey 
Focus group 

Sleep Counsellors (10) 
Online survey 

Focus group (2) 

Sleep Support Practitioner (1)` 
Online Survey 
Focus Group  

Semi-structured interview 

Service Users – Tier 1 and Tier 2 Online survey (10) 

Service Users – Tier 1 and Tier 2 Focus group (3) 
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2.6         Sample 

Service Users 

Families were initially engaged using an online survey sent by email by the Service Manager. 
Only 10 families responded based on 48 contacts, accounting for the views of four benefiting 
from Tier 1 support and six from Tier 2 support.   Families were asked to state their child’s 
age when first engaging with the service 

- Tier 1 children were all between 3 and 6 years;  
- Tier 2 children tended to be older, from 6 up to the age of 11, with one first engaging 

with the service aged 2.  

Families resided in seven local authorities (Angus, East Renfrewshire, Edinburgh (2), Falkirk, 
Fife (2), Glasgow and North Lanarkshire). The majority (8) last had contact with the service 
within the last two years (2024); the remainder were either unsure or stated their last contact 
as 2023.  

Practitioners 
It was agreed that interactions with the Sleep Advisors are considered Tier 1 support, and 
any interactions with the Sleep Counsellors Tier 2 support. Survey findings reflect input from 
a well-established and experienced staff cohort, indicating low levels of attrition. Over four-
fifths of respondents (84.6%) have worked on the Support Line for more than three years, 
while 15.38% report more than five years’ experience.   

2.7         Limitations 

Outcomes data provides a snapshot at a given point in time; measures to expand on this 
include gathering data from practitioners through surveys, providing a greater quantitative 
analysis, and conducting direct surveys of service users.   

Only 10 families engaged in the latter; therefore, again, not a particularly representative 
sample of the target audience. Feedback from families does not demonstrate the challenges 
faced by families with teens. Outcomes information provided in the report relies more 
heavily on practitioners; therefore less objective than it would be if more families engaged. 
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3.    Context 
A Public Health Crisis? 

In recent years, sleep has become a prominent topic in mainstream media, raising public 
awareness about its critical role in health and well-being. Alongside this, a surge in online 
promotion of gadgets and supplements designed to monitor sleep and promote the 
recommended eight hours has emerged. However, the Sleep Action experience is that 
support requires far more than these generic solutions, and services must treat people as 
individuals, as we all need different amounts of sleep.  

Launched on World Sleep Day 2025, Scotland Speaks: Is Sleep a Public Health Crisis? is the 
largest public-facing study of sleep health ever undertaken in Scotland. Led by the University 
of St Andrews, the initiative aimed to determine whether the Scottish public believes sleep 
should be recognised as a key public health priority.  Scotland has no national sleep strategy, 
unlike countries including Finland, Japan and Australia, where sleep is now recognised as a 
fundamental pillar of health and is beginning to implement national sleep strategies.  

This study shone a light on a nation facing widespread sleep disruption.  
• 70% of adults and 90% of adolescents fail to meet sleep recommendations. 
• Short-term sleep deprivation increases stress, impairs cognitive function, and leads to 

workplace and academic underperformance. 
• Long-term consequences include heightened risks of obesity, heart disease, mental 

health disorders, neurodegenerative conditions, and a greater burden on the NHS. 

These findings, alongside a lack of policy awareness, and as momentum accelerates around 
sleep as a public health priority worldwide, Scotland risks falling further behind. 

Chronic Sleep Deprivation and Children and Young People (CYP) 
The Health Behaviour in School-Aged Children in Scotland Study 2022 confirms that 42% of 
girls and 31% of boys experience difficulty in getting to sleep more than once per week.  This 
is a huge increase since the first study in 1990, when 25% and 22%, respectively, reported the 
same difficulties.  Notably, growth is much greater for girls. 

Adequate sleep is essential for optimal brain function, supporting metabolism, injury 
recovery, neuroplasticity, and development. Insufficient sleep in childhood can lead to 
increased immune issues, allergic rhinitis, anxiety, depression, obesity, diabetes, and high 
blood pressure later in life. 2  

A 2023 study found that one week of reduced sleep in children aged 8-12 negatively impacted 
their health-related quality of life, school coping, social support, diet choices, and increased 
sedentary behaviour.    

The UK’s Centre for Educational Neuroscience has separately reported that sleep problems at 
the ages of seven to nine precede diminished academic outcomes four years later. Sleep issues 
are particularly acute among teenagers, when brain development is further complicated by the 

 
2 According to the American Sleep Foundation,  
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hormonal shifts of puberty and circadian rhythms switching to a more nocturnal cycle, which 
often clashes with the early starts required for school attendance and part-time jobs. At this 
formative stage of development, sleep deprivation places teenagers into a cloud of exhaustion 
which they may not be aware of because it’s so all-encompassing.   

Research from Florida International University established a link between short sleep 
duration (irrespective of whether it was caused by late bedtimes, poor sleep quality or 
anything else) and aggression, impulsivity and anger. The Child Mind Institute has reported 
that sleep-deprived teenagers can exhibit many symptoms of ADHD, from fidgeting to a lack 
of focus; they also pointed out that sleep deprivation in teenagers is not normal, even if 
some adults assume it is. Brain imaging demonstrates that in chronically sleep-
deprived adolescents, parts of the brain have to work much harder to sustain performance 
during tasks such as memory recall challenges.  

King's College London has published evidence that sleep-deprived people eat more unhealthy 
foods in an attempt to stimulate positive reactions within their brains, alongside results from 
the British Nutritional Foundation reports that one in three primary school pupils and seven in 
ten secondary school students are not getting the NHS-recommended nine hours of sleep 
each night. The resulting exhaustion may lead children (especially teenagers) to use stimulants 
like energy drinks, caffeine or nicotine to get through the day, while there are links between 
sleep deprivation and dangerous driving, unprotected sex and other examples of poor impulse 
control. 

Gaps in Provision 
A lack of NHS sleep support is pushing people to seek help from third-sector providers. 
Children’s Sleep services mainly focus on medical issues, vary by NHS region, and often 
require travel to the central belt, unlike adult services. 

 

As a training provider, Sleep Action has trained hundreds of sleep practitioners throughout 
the UK since 1998.  In Scotland, there was an understanding that practitioners trained by Sleep 
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Action could take cases in their local areas, and this did happen. However, in recent years, local 
services have become increasingly restrictive, and decision-makers will not approve a case, 
even within their local authority area, based on specific eligibility criteria. The existence of the 
Support Line may also have contributed to reduced local provision. This is a free national 
resource that now exists. The closure of Home Start Centres, alongside stretched Health Visitor 
resources, means that early interventions that were once available are no longer accessible. 

Neurodivergent and Vulnerable Groups 

Children with additional support needs (ASNs), who are more likely to experience sleep 
difficulties. Up to 80% of autistic children experience sleep issues compared to 25–40% in the 
general population.3 Official clinical guidelines from the National Institute for Health and 
Care Excellence (NICE) and the Scottish Intercollegiate Guidelines Network (SIGN) 
recommend that autistic children should have sleep assessed and managed as part of care.  

The number of children and young people diagnosed with an ASN has more than doubled 
over the last decade (ScotGovt Annual Pupils Census), increasing the number of families 
eligible for Tier 2 support. Waiting times for a diagnosis are lengthy, leaving families without 
a firm understanding of where to go for help. NICE guidelines state that it should not be 
longer than 18 weeks; the longest wait across the service is 258 weeks for the primary care 
waiting list and 85 weeks for the complex waiting list.  
Many families fall into the gap in support pathways. Around “1 in 5”are rejected for support 
through Child and Adolescent Mental Health Services (CAMHS), while others face waiting 
lists of three years or more. These referrals often occur in the absence of wider mental health 
support, leaving families managing complex needs with limited specialist input.  As a result, 
families are increasingly being referred to Sleep Action as an interim source of support. 

Anecdotally, there is also growing awareness of neurodivergence among families. While this 
can be positive, services report that some families may conflate typical developmental 
challenges or variations with neurodevelopmental conditions. This can lead to increased 
anxiety and demand for support, even where needs may fall within the range of typical 
development 

General Population 
There’s also potentially a COVID cohort effect emerging. Children who are now four or five 
had some of their most formative developmental years shaped by lockdowns, missing out on 
baby groups, early years settings, and everyday social interaction. Nationally, we are now 
seeing some of these children presenting with delays in speech, social confidence, and 
emotional regulation, which in some cases can look similar to neurodevelopmental 
conditions. Evidence from the UK suggests many young children experienced disrupted early 
development and reduced social interaction during this period, with knock-on effects as they 
enter school.  

The challenge is that this can lead to behaviours being labelled as autism when, for some 
children, they may reflect an atypical early environment rather than an underlying 

 
3  National Autistic Society knowledge hub 
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neurodevelopmental condition, driving both parental anxiety and increased demand for 
assessment and support. 

Support Line Demand 

 
 
 
Demand for Sleep Action Support Line continues to outstrip capacity. The Service Manager 
reports an increasing number of enquiries from families in survival mode who lack the 
financial means to pay for private support.   Since the pandemic, annual cases have remained 
between 588 and 600 per annum, however the proportion categorised as Tier 1 is on the rise, 
up from 27% in 23/24 to  43% 24/25.   
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4.    The Support Line 

4.1         Aims and Objectives 
The purpose of the Support Line is to ensure that any family in Scotland can access support 
for their child, providing access to information and guidance to children, young people, and 
their families to promote healthy sleep. Through a nationwide Support Line, practitioners 
deliver behavioural interventions that support the mental and emotional well-being of 
children and families. A tiered support model ensures that expert advice is provided 
appropriately, offering both early intervention and crisis support, leading to a number of 
outcomes. 

 

4.2         Direct Beneficiaries 
Direct beneficiaries are children and young people (aged 18 months – 18 years) affected by 
chronic sleep deprivation, and their families, segmented into two cohorts. 
• Typically developing children, where persistent sleep deprivation is becoming a 

challenge, are eligible for support under Tier 1. 
• Families where there is an additional support need alongside a sleep challenge, including 

experiences of trauma or difficult life circumstances (e.g., poverty, domestic abuse, foster 
or kinship care), are provided with Tier 2 support.    

The Tier 2 service supports children and young people with ASNs, the majority affected by 
Autism, often combined with pathological demand avoidance (PDA) or selective mutism, 
ADHD, OCD, global development delay, trauma experienced, eating disorders, asthma, 
fragile X, nocturnal disorders, and are at higher risk of mental health problems, and greater 
physical ill-health.  A secondary beneficiary group are those awaiting a diagnosis.  
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4.3         Indirect Beneficiaries 
Although the service focuses on resolving the sleep issues for a child or young person, the 
impact of the sleep deprivation on the wider family is often the catalyst for a family’s request 
for support.   This is not measured quantitatively by the service, although internal monitoring 
data is gathered on parental confidence, parenting skills and quality of family relationships. 

4.4         Staffing Structure 
 

 

The Support Line Manager (SLM) line-manages all Sleep Advisors, Sleep Counsellors, Senior 
Sleep Practitioners and the administrator. The post holder oversees emailed enquiries 
handled by the administrator, provides guidance where needed, and helps identify potential 
child protection concerns. The SLM also provides supervision for the remote team every six 
weeks for 30 minutes. These sessions cover casework and personal circumstances, helping 
staff reflect, share learning and strengthen practice. 

Sleep Advisors mostly manage a combination of Tier 1 assessments and Tier 2 referrals. They 
handle concurrent cases, participate in case discussions and support colleagues with 
assessments. Case management processes and administrative tasks are part of their 
responsibility, and staff report fluctuating caseloads due to case closures and new 
assignments. Sleep Counsellors provide wholly Tier 2 support. 

An interim tier was introduced in summer 2025 in response to rising demand, and longer 
waits for Tier 2 support, particularly from families awaiting diagnosis whose sleep difficulties 
were being worsened by sleep deprivation. Commonly, these families need more tailored 
guidance than a Sleep Advisor can provide, but not the full depth of Tier 2 support. As Sleep 
Counsellors cost more per hour, an enhanced advisory offer has been introduced to bridge 
this gap via the Sleep Support Practitioner (SSP). 

4.5         Referral Routes 

The service accepts only self-referrals. A policy change (2021) reflects high volumes of 
referrals from social and health care services when the family weren’t ready or requesting 
involvement, as well as challenges around GDPR and consent. As many as 90% of those 
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referred from external agencies weren’t engaging, resulting in a huge strain on already 
stretched resources and a lower likelihood of a successful outcome for the family.   

The NHS, CAMHS, and GPs continue to signpost families to the service on the basis that 
families have issues preventing them from contacting the service independently, including 
digital literacy, language, technology barriers and overwhelm. These tend to be unfounded.  
In the case of the latter, the position of the Sleep Action service is that an overwhelmed 
family, for example, dealing with homelessness, isn’t in the right place, nor environment, to 
start managing their child’s sleep.  The service will support the family once they are stable. 

4.6         Referral Process and Waiting Lists 
When contacting the service, 
families are informed of the 
waiting list and asked if they 
wish to join it.  Once added, 
they receive a toolkit to assist 
while they wait.  The waiting 
list is strictly chronological – 
there is no prioritisation for 
different cases, as this is 
difficult to define.  At the time 
of writing, the waiting list is the longest in Support Line history; Tier 2 is 38 weeks, and Tier 1 
is around 16 weeks.   

4.7         Delivery Pathway 
All cases follow the same initial route. Families contact the Support Line via email, receive 
service information and a support toolkit to use while waiting. If the family then requests 
further help, they are asked for additional information to support an initial decision on the 
most appropriate pathway (Tier 1 or Tier 2). The enquiry is then logged and added to the 
waiting list, with families receiving support chronologically. 

Tier 1 
When a Tier 1 case reaches the top of the waiting list, the family is offered an appointment 
for an in-depth, hour-long assessment call. Following the call, the case is discussed within 
the team, and a tailored Sleep Plan is developed. This is then shared with the family in a 
follow-up call and emailed for reference. Where needs are more complex, cases may be 
stepped up to Tier 2. Once the plan has been reviewed and agreed upon, the case is closed, 
and families are invited to provide feedback within six weeks of their back contact. 

Tier 2 
When a Tier 2 case reaches the top of the waiting list, the family is offered an appointment for 
a brief referral call to capture key details and confirm suitability for enhanced support. 
Information is logged for the Support Line Manager, who matches the case with an 
appropriately experienced Sleep Counsellor. The Counsellor then completes a full sleep 
assessment (including the Sleep Disturbance Index), agrees first steps with the family, and 
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maintains regular contact to review progress and adjust strategies. Cases may be returned to 
the Support Line Manager if the family is not engaging, if support ends by mutual agreement, 
or if it is no longer appropriate to continue. As with Tier 1, cases are reviewed and closed, and 
families are invited to provide feedback six weeks after their last contact. 

Sleep Support Practitioner/Advanced Advisory Service 
A case may be identified from the Tier 2 waiting list and transferred for time-limited support 
from the Sleep Support Practitioner (SSP). The family is offered an appointment for an 
assessment call, during which the Sleep Disturbance Index is completed, and initial priorities 
and first steps are agreed. The SSP then provides a small number of structured follow-up 
calls (typically 2–3) to review progress and adjust strategies. Support is concluded once the 
family is ready, or the case can be stepped up to full Tier 2 support if needs remain complex. 
As with other pathways, the case is reviewed and closed, and families are invited to provide 
feedback after six weeks. 
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4.8         Support Delivered 
By tiering support, this targets expert advice to provide early intervention and crisis support 
as appropriate. Once referred, all families benefit from one-to-one behavioural and emotional 
support, advice, and practical assistance from a team of Sleep Advisors and Sleep Practitioners, 
helping build parental/carer resilience and capacity to resolve chronic sleep issues, leading to 
stronger family relationships.  Focus group participants describe practical, tailored “sleep 
coaching” rather than generic information, spanning environment, routine, behaviour, and 
tracking, often more detailed than expected. 

Tier 1 Support 
Families receive a Sleep Plan informed by a standardised  Sleep Assessment Form, capturing a 
clear picture of the child’s sleep difficulties and wider factors that potentially drive, or are 
symptomatic of, their poor sleep.   

The assessment form guides Sleep Advisors to the main presenting issues (settling, night 
waking and/or early waking before 6 am), and patterns (e.g., how long settling/re-settling 
takes, nights per week affected, frequency of early waking, co-sleeping). Importantly, this 
captures current sleep management practices (comforting, food/drink, screens, lying with the 
child, changes in light/noise/door position), the sleep environment, daily routines, alongside 
health/medication and additional support needs.  This process also captures who in the 
household is affected, how the family is coping, and what both the parent/carer and child 
would like to change. 

The result a highly contextualised Sleep Plan – see Appendix.  

Tier 2 Support 
Similar to T1, a standardised form supports T2 assessments, informing future interactions 
with the Sleep Counsellor, and is designed to gather a comprehensive picture of a child’s 
sleep difficulties and the factors that may be affecting them.  

Given the more complex nature of Tier 2 cases, the practitioner gathers essential background 
details (child, carer, case number, local authority) and then systematically explore the child’s 
health and additional support needs (medical conditions, medication, ASN), daily context 
(child’s interests and a typical diet), sleep environment and family set-up (bedroom, daytime 
bedroom use, siblings), and the full sleep pattern across bedtime routines, settling strategies, 
night waking and re-settling, including prompts about common parental responses (e.g., 
cuddling, drinks/food, screens, co-sleeping).  

The process also screens for potential clinical flags and sleep-related behaviours (e.g., night 
terrors, sleepwalking, teeth grinding, snoring, restless legs) and explores whether sleep 
changes when away from home. Finally, practitioners explore the impact on the wider family 
and available supports, what families see as the main problems, what they’ve already tried, 
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any wider pressures or adult health issues in the household, 
and other professional involvement (e.g., CAMHS/OT/SLT). 

 

SSP Support 

The Sleep Support Practitioner role was created in response to 
the steady increase in families referring with suspected 
additional support needs which are complex and require 
intensive support, while others are considered more borderline 
between Tier 1 and Tier 2. These offer support to families by 
way of telephone calls and emails. The latter includes 
summaries of call discussions, tailored sleep plans, updated 
plans with recommendations & suggestions, relevant Sleep 
Action leaflets specific to the family's circumstances, visual 
timetables, personal stories, link to external websites/support 
agencies. Identified 'borderline' cases are asked a series of 
questions that will inform the sleep plans. The current remit is 
based on focusing on primary age children with autism and 
ADHD, promoting personal responsibility; essentially giving 
families the tools to help them cope independently. 

Tools and Resources 
In addition to direct support, families benefit from a range of 
practical self-help tools and online resources to increase capacity 
to self-manage common sleep issues, aiming to prevent the 
escalation of need while waiting for a sleep assessment. These 
include virtual resources (incl. Toddler Sleep, bedwetting and 
eczema and sleep) and make materials available in languages 
other than English. 

Focus group participants referenced several practical tools. 

• Weighted blanket, compression sheet, glow clock (red 
is still sleep time). 

• Sleep diaries/timetable sheets tracking wake times and 
patterns, helping identify the “golden hour” for 
bedtime. 

• Guidance on stopping reinforcing night waking (e.g., 
reducing night milk and replacing it with water to avoid 
conditioning a 4am feed expectation). 

Practitioners highlight that consideration of socio-economic 
backgrounds of families is imperative when suggesting 
measures to promote healthy sleep, e.g., attending clubs or 
increasing physical activity for their child (ren), especially when 

Making the 
Bedroom Work 

A surprisingly powerful theme 
is that bedroom setup and a 
child’s relationship to their 
room mattered. 

X realised their daughter didn’t 
spend time in her room because 
toys were elsewhere; they 
decorated and personalised her 
space so it became “her room,” 
not “things we’d put in it.” 

Y describes a similar shift: toys 
moved from the living room; the 
child chose wallpaper (e.g., 
“rabbit and squirrel”), which 
increased comfort and 
ownership. 

Routine Building  
X described changing from 
high-energy evenings 
(bike/scooter/walks to “tire her 
out”) to calmer, structured 
wind-down routines. 

X noted they hadn’t appreciated 
the importance of calm 
transition to bed, partly because 
their child didn’t like baths and 
they lacked a consistent evening 
routine. 
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there is an associated cost. Consequently, suggestions will focus on low or free options, such 
as visiting a local park.   Care is also taken when suggesting families increase their intake of 
fresh fruits and vegetables, which might be too expensive or increase the mental load of 
already exhausted parents for food preparation; they need to think about practical tweaks. 

4.9         Delivery Model 
The virtual nature of this free service overcomes geographical and low-income barriers. 
Support is available Monday to Thursday, between 10 am and 4 pm, with evening and 
weekend appointments available.  The pressures of care and work commitments mean that 
families need the flexibility to choose their mode of participation (email, telephone, video 
call, or text (as a means of checking in) and duration of support. For younger children and 
young people, parents/carers receive direct support for the duration, for teenagers, 
after initial parental involvement, the Sleep Practitioner may work directly with them.   

4.10    Partnership Working 
The complexity of individual cases often results in onward and concurrent signposting to 
other public and third sector agencies able to provide specialist support around issues 
including but not limited to domestic violence, poverty, and homelessness. 

Practitioners signpost to a range of organisations to address specific circumstances, 
including diagnosis-specific charities, as families often lack awareness or don’t want to 
appear as unable to cope. Anecdotally, staff report that families can be glad of word-of-
mouth awareness rather than a formal referral. Regular signposting to national charities 
includes Enquire, Single Parent Families Scotland, Children First, a range of mental health 
charities (MIND, SAMH), Parent Hub Scotland, and BEAT.   

Resources produced by other organisations can be very beneficial. Examples include BASIS at 
Durham Sleep Lab, which provides important information, normalising typical patterns for 
babies and sleep for families, for babies less than 12 months.  Another is First Step Nutrition 
Trust, which advises on food and milk requirements (including vegan) for babies that can 
support sleep.  It’s common for children over 12 months to drink too much milk and not 
enough solid food, as parents often use milk to promote sleep. 

The service has worked in partnership with Support Workers (e.g. Aberlour, Barnardo’s), 
where practitioners can support one another in resolving sleep and other challenges. 
Organisations find this approach particularly useful for building skills that can be applied 
across other cases. 
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4.11    Duration of Support 
 

 

Duration of support is relative 
to the complexity of the case; 
therefore, the duration can be 
up to 11 months longer for a 
T2 family, in comparison to a 
T1 family. 

 

 

 

 

4.12    Theory of Change  
The Support Line works on the basis that chronic sleep deprivation affects children, young 
people and the whole family. By providing free, accessible and tailored behavioural sleep 
support, the service helps families understand sleep difficulties, build confidence, apply 
practical strategies and access wider support where needed. This is expected to improve 
sleep routines, reduce anxiety and stress, strengthen family coping and prevent needs from 
escalating further. 

Tier / 
Pathway Who it supports Core activities Short-term 

outcomes 
Medium-term 

outcomes 
Longer-term 

impact 

Tier 1: 
advice and 
assessment 

Families with less 
complex sleep 
difficulties, usually 
typically developing 
children. 

Enquiry, toolkit, 
assessment call, 
sleep plan, follow-
up and 
signposting. 

Families feel 
heard, 
understand sleep 
issues and gain 
practical 
strategies. 

Improved routines, 
reduced anxiety and 
greater parental 
confidence. 

Earlier help 
prevents escalation 
and reduces 
avoidable service 
pressure. 

Tier 2: 
enhanced 
support 

Families with additional 
support needs, 
neurodivergence, 
trauma, poverty or 
other complexity. 

Referral call, 
counsellor 
matching, full 
assessment, SDI, 
tailored support 
and review. 

Families feel 
validated; wider 
sleep factors are 
identified and 
first steps 
agreed. 

Improved wellbeing, 
coping, 
relationships, 
routines and 
school/nursery 
engagement. 

Complex families 
become more 
resilient and less 
likely to reach 
crisis. 

SSP: bridge 
pathway 

Families between Tier 1 
and Tier 2, including 
some awaiting 
diagnosis. 

Enhanced advice, 
assessment, SDI, 
sleep plan, 2–3 
follow-ups and 
step-up if needed. 

Families receive 
earlier tailored 
input, reducing 
anxiety while 
needs are 
clarified. 

Better coping, 
routines and clarity 
on whether Tier 2 is 
required. 

More 
proportionate 
support improves 
pathway flow and 
reduces Tier 2 
pressure. 
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Cross-
cutting 
impact 

Across all tiers, the Support Line helps families move from exhaustion and uncertainty toward practical 
coping, improved routines, stronger relationships and greater stability. 
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5.    Profile of Service Users 
5.1         Families by Tier 
The family profiles have been gathered from several sources: monitoring data, feedback from 
practitioners and direct input from families that completed surveys or participated in a focus 
group. All families had a case start date of between 01 January 2024 and 31st December 
2025. 

Support delivered by tier (2024–2025) 

766 
Tier 2 

Enhanced support 

409 
Tier 1 

Advice & assessment 

12 
 (SSP) 

Specialist Tier 2 support  

Counts shown reflect recorded support activity by tier. 

The balance between Tier 1 and Tier 2 is shifting, with around one third (34%) of families 
supported at Tier 1. 

5.2         Geography 
The service supported families across Scotland, with recorded activity in all 32 local 
authorities. The highest volumes of support were concentrated in the City of Edinburgh 
(157), Glasgow City (148), North Lanarkshire (90) and South Lanarkshire (89). Tier 2 support 
was highest in Glasgow City (120), City of Edinburgh (95), North Lanarkshire (58), South 
Lanarkshire (49) and Fife (45). Tier 1 support was most concentrated in the City of Edinburgh 
(61), followed by South Lanarkshire (39), North Lanarkshire (31), Fife (28) and Glasgow City 
(27). SSP activity was small and spread across a limited number of authorities. See Appendix 
for full details. 

5.3         Source of Awareness 
Although the service accepts self-referrals only, families learn about the support from a wide 
variety of sources. Across all three tiers, the most common ways families heard about the 
service were through a Health Visitor (203), School or Nursery (144), GP (133), Mental Health 
Services (125), and Word of Mouth (108). 

These top five sources account for 713 of the 1,187 families (60%), highlighting the 
important role that healthcare professionals and educational settings play in connecting 
families with the service.  Notably, word of mouth awareness accounts for 9% of ‘referrals’. 

The chart below shows that awareness routes differ by tier. Tier 1 families are most 
commonly linked to universal routes such as health visitors, schools or nurseries and GPs, 
while Tier 2 families are more frequently associated with specialist or statutory pathways, 
including mental health services. The SSP pathway draws on a smaller number of referrals 
and appears to span both universal and specialist sources. 
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5.4         Gender 

 

 

 

 

 

 

 

 

 

 

 

 

52.1%

46.5%

33.3%

47.9%

53.5%

66.7%

Tier 1

Tier 2

SSP

Gender by Tier
Male % Female %
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5.5         Age Range 
 

 

5.6         Ethnicity 
No data 

5.7         Socio-Economic Background 

 

 
 
 

32.0%

13.2%

25.0%27.4% 27.3%

50.0%

18.8%
22.8%

16.7%14.4%
18.1%

0.0%

6.1%

14.8%

8.3%

1.2%
3.8%

0.0%

Tier 1 Tier 2 SSP

Age-band byTier
0–2 % 3–5 % 6–8 % 9–11 % 12–15 % 16+ %
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5.8         Family Circumstances 
Identification of a child protection case is rare at the enquiry stage and usually triggered by 
disclosure of suicidal ideation, or evidence of risk to a child, or another child or evidence of 
sexual abuse. In the last 2 years, 41 child protection cases (all Tier 2)  were recorded and 
escalated as per policy.  

Tier 1  
Tier 1 families are predominantly in two-parent households (315; 77.%), with around one in 
five in one-parent households (79; 19.3%). A small minority have unknown living 
arrangements (12; 2.9%), with the remainder recorded as kinship care (2:0.5%) and supported 
living (1:0.2%). 

Tier 2 
Across Tier 2, most families are in two-parent households (449; 58.7%), but significantly less 
than for Tier 1. A third are in one-parent households (248; 32.4%). All other household 
circumstances are relatively uncommon (3.6% combined), however, in comparison with Tier 1 
a greater proportion are kinship care (8;1.0%), adopted or adopting a child (3;0.4%). 
Fostering (8: 1%) 

SSP  
There was an equal split between one and two-parent households with 6 recorded from 
each. 

5.9         Barriers to Accessing Sleep Support 

Practitioner Feedback 
Irrespective of Tier, practitioners report a combination of factors preventing families from 
resolving their child’s sleep. Barriers mentioned include limited specialist sleep support, long 
waiting times, and low awareness of available services before learning of/engaging with the 
Support Line.   

Consultation suggests that families experience significant barriers in accessing clear 
information to support their child’s sleep. Local sleep support is limited, as sleep clinics are 
now few and far between, and health visitors are extremely limited in what help they can 
provide. Anecdotally, practitioners have shared that each Health Visitor has between 4 and 
16 more families on their caseload, so they lack the capacity to deliver the education that 
often normalises behaviours of developing children. Furthermore, the sleep support available 
is often aimed at diagnosis-specific support. 

Financial constraints (for private sleep support, which is expensive, therefore inaccessible to 
many families), parental beliefs, and stigma also contribute, while some report professionals 
minimising sleep issues or services being overstretched. A few families previously accessed 
private or general support with mixed results. Of note, one practitioner reports – “Worryingly, 
an increasing number of parents have reported purchasing melatonin gummies/supplements 
online in desperation because they have been unable to access a prescription, e.g. if their child 
has not yet been diagnosed with a neurodevelopmental condition” 
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Most commonly, long waiting lists and overstretched support services limit timely help, with 
no support offered while waiting, and instances when families are unaware of available sleep 
services or encounter professionals with limited sleep-specific knowledge. This leads to 
generic, non-specific advice rather than tailored support. On an individual level, families may 
feel ashamed that they can’t address the issue of sleep themselves and fear judgment, 
preventing them from reaching out until they are in crisis.  For the few families who had 
previously accessed sleep support, after initial support, there is a lack of follow-up and little 
individualised support. 

Family Feedback 
Survey respondents (7) report the greatest barriers to accessing sleep support are a lack of 
local sleep-specific services, inability to access in-person options, and services not fully 
understanding children with ASN or disabilities. Tier 2 families were more likely than Tier 1 
families to report barriers overall, although Tier 1 responses included long waiting lists and 
cost of private support, which were not identified by Tier 2 families. 

0% 10% 20% 30% 40% 50% 60% 70%

No local sleep-specific support available

Opening hours of support services did not meet my needs

My child/family did not meet criteria for support

Long waiting lists

Services lack understanding of children with ASNs/disabilities

Fees for support too high

I cannot access in-person services

Tier 2

Tier 1

 

Focus group participants provided more detailed feedback, expressing that 
mainstream/clinical pathways offered little practical support, especially locally. 

• Participant X describes sleep problems “since I can remember,” with repeated 
reassurances from professionals that it would improve at various ages (“when she’s 3… 
4… 5… 6”), but it didn’t. X  highlights a lack of children’s sleep clinics and limited referral 
routes around Carnoustie 

• Participant Y links sleep challenges to early childhood regression in an autistic child 
(sleep issues escalating around age 2). Medical intervention (e.g., melatonin) helped 
with getting to sleep but did not prevent night waking. 

• Both Participants X and Y describe being pushed toward self-navigation and informal 
routes (colleagues, school staff, Google) to find support. 
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6. Children and Young People – Needs and Challenges 
Since 2024, staff have reported a notable increase in both the volume and complexity of cases, 
with most reporting that delays in neurodevelopmental assessments and rising demand for 
universal services are key drivers.  Some also report that families face more complex challenges, 
particularly related to suspected or undiagnosed autism and ADHD, increased anxiety in 
children, and increased parental mental health concerns. Some mention wider factors incl. co-
parenting from two households, poverty, debt, domestic abuse, trauma, and bereavement. 

6.1 Monitoring Data – Tier 1  
The most commonly recorded additional needs among Tier 1 families were suspected 
ADHD/ADD (43; 8.4%) and suspected autism (37; 7.2%), followed by suspected 
neurodivergence (20; 3.9%). All of whom would be considered for SSP; however, given the 
trial nature of this new service and staffing limitations, these cases are triaged into other tiers 
based on their best fit. Smaller proportions of Tier 1 families were recorded as experiencing 
other long-term illness/health conditions (10; 1.9%) and domestic abuse (7; 1.4%). All other 
categories were recorded in fewer than 1% of Tier 1 cases individually. Some families may be 
recorded in more than one category.  

6.2 Monitoring Data – Tier 2 
The most commonly recorded additional needs among Tier 2 families were suspected autism 
(237; 30.2%) and suspected ADHD/ADD (218; 27.7%), alongside those with an autism diagnosis. 
(113; 14.4%). Smaller but notable proportions were recorded as having other long-term 
illness/health conditions (45; 5.7%) and diagnosed ADHD/ADD (39; 5.0%), with parental 
neurodiversity (26; 3.3%) also present. The latter reflects families offering unsolicited 
information about their or their partner’s ND status, therefore could be more prevalent than 
monitoring data suggests. 

Experiences linked to mental health and adversity were recorded at lower levels, including 
generalised anxiety disorder (24; 3.1%), other mental health issues (20; 2.5%), trauma/PTSD 
(18; 2.3%), and domestic abuse (15; 1.9%). Some families may be recorded in more than one 
category.  

6.3 Practitioner Feedback 
The survey provided an opportunity to examine these additional challenges by Tier. In 
addition to the pre-selected categories, practitioners reported other challenges incl. family 
bereavement, being a young carer, health conditions/illness of family members, bullying, 
lack of healthy life routines, impacts of co-parenting, overcrowding, social media and the 
influence of devices. 

 

Tier 1 
Sleep Advisors observed that challenges are experienced by children and young people 
across several areas of need; none are reported as “never” or “rarely”, indicating that all listed 
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are present to some degree. Challenges most commonly occur sometimes and often, with 
impacts on physical health and relationship challenges less likely overall. 
 

 
 

Tier 2 
Tier 2 practitioners report a greater frequency of challenges as compared with Tier 1. Sleep 
Counsellors did not report any of the challenges as never occurring.  Anxiety stands out as 
the most significant issue, with the majority experiencing it often.  Additional support needs 
or disabilities are also notable. Other challenges, such as awaiting diagnosis, social isolation, 
school refusal, and poor relationships with wider family, are largely reported as occurring 
often, with smaller proportions experiencing them sometimes or always.  
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SSP 
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The SSP (1) reports that all challenges are present for cases, sometimes or often. Anxiety, 
additional support needs, and awaiting diagnosis are more likely to be a challenge than 
social isolation, poor physical health, school refusal, or poor family relationships, which are 
sometimes experienced. 

6.4 Family Feedback 

Only 1 (Tier 1) family selected ‘none of the above’., with the only other challenges identified 
as anxiety and poor relationships. Overall, Tier 2 families report a higher level and wider 
range of additional challenges than Tier 1. Tier 2 families report higher rates of challenging 
behaviour, anxiety, and additional support needs or disability, as well as issues such as 
awaiting diagnosis, social isolation, and disengagement from nursery or school, which are 
not reported at Tier 1.  
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7. The Needs of Families 
7.1 Practitioner Feedback 
Practitioners report that parents are seeking practical advice and strategies, reassurance, and 
in some cases, melatonin, to improve their child’s sleep. Feedback suggests that although the 
primary issue is persistent sleep deprivation of a child, it is the resulting parental sleep 
deprivation and exhaustion, and the impact on the wider family that drives the self-referral. 
Staff experiences include deterioration of parental mental health, relationships, and capacity 
to maintain work or look after themselves. 

Many parents are reported to have exhausted all their ideas, tried ‘everything’, and are at a 
loss, and don’t know what to try next. A lack of knowledge and understanding of the factors 
needed for sleep, particularly where families are navigating additional challenges like 
neurodiversity, combined with either no support or only generic support available through 
other avenues (GP, CAHMS, health visitors), reinforces feelings of overwhelm and desperation. 

7.2 Family Feedback 
Understandably, the most common expectations are to receive practical support for their 
child's sleep, followed by resolution of sleep challenges and emotional support.  A greater 
proportion of Tier 1 families were seeking free services than Tier 2 families, while Tier 2 families 
were more likely to be looking for open-ended support, and signposting. 
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8. Impact on Wider Family 
8.1 Sleep Deprivation 

 
 
Practitioners were asked to comment on their caseloads during the evaluation period, about 
the impact of chronic sleep deprivation on the wider family unit. Staff most frequently report 
worsening of poor sleep in the wider family, occurring “Often” or “Always”, and the absence 
of ‘never’ and ‘rarely’ responses suggests confidence in staff perceptions. This is evident 
across Tier 1 and Tier 2 services, with Tier 2 showing a greater concentration of “Always” 
responses, with 57% of practitioners stating that this sleep deprivation always impacts the 
family unit. 

8.2 Parental Mental Health 
Staff estimated that almost three‑quarters of parents and carers  (73.26%) experience poor 
mental health as a direct consequence of chronic sleep deprivation. One respondent 
indicated that this applied to all (100%) parents and carers they supported. This pattern was 
consistent across both Tier 1 and Tier 2 services. In contrast, support from SSP was recorded 
for 65% of parents and carers, based on a single response. 

8.3 Impact on Siblings 
Families were asked to comment on the impact on siblings. Four did not respond to this 
question; two stated “no siblings”. The majority of Tier 1 families stated, ‘none of the above’, 
with Tier 2 families consistently experiencing greater challenges, particularly in emotional 
well-being, sleep deprivation, school engagement, and family breakdown. Anxiety and/or 
depression affect both tiers equally.  
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8.4 Impact on the Family Unit 
Practitioner Feedback 
Where data was available, practitioners used a predefined list to show how chronic sleep 
deprivation affects the wider family. Emotional wellbeing was identified as an issue 
across all tiers. For Tier 1 families, emotional wellbeing and family breakdown were the 
main reported impacts. Tier 2 families experienced a broader range of effects, including 
emotional wellbeing, family breakdown, anxiety and depression, and difficulties 
maintaining work. 
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Family Feeback 
Chronic sleep difficulties affect far more than the child’s sleep, with clear consequences for the 
wider family. Emotional well-being is almost universal, and alongside sleep deprivation is the 
most commonly reported impact across tiers. However, Tier 2 families consistently report a 
greater range and intensity of difficulties, particularly around anxiety and depression, 
maintaining work and family breakdown. This suggests that as needs become more complex, 
the effects of sleep deprivation ripple more deeply across family functioning, mental health 
and stability. Physical health difficulties are less frequently reported; however, these were 
added voluntarily by recipients, therefore may have been higher if included in the list of 
options.  
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9. Service Level Outcomes 
9.1 Internal Evaluation Results 
Families are invited to provide simple feedback four weeks after their last contact with the 
service, allowing them to score the service on a scale of 1 to 10.  The chart below presents 
data on cases starting between 01 January 2024 and 31st December 2025, indicating that all 
categories of support contribute to positive change for the child and wider family.  

Tier 1 support scores suggest that even lower-level support is sufficient to result in 
improvements in sleep, anxiety, social isolation, school engagement, and family relationships. 
Tier 2 support also demonstrates positive improvements, responding to the needs of families 
presenting with multiple and overlapping needs, although the data does not allow for 
consideration of the duration nor intensity of support required to achieve this. The SSP 
pathway appears to show promising early impact, particularly for families whose needs sit 
between Tier 1 and Tier 2, but the evidence base is much smaller.  
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10. Outcomes for Children and Young People – Tier 1  
Evidence suggests that the project meets the challenges identified reasonably well, but more 
strongly in some areas than others.    

10.1 Practitioner Perspective 
Tier 1 support is associated with positive outcomes across multiple areas for children and 
young people. Improvements appear strongest for anxiety and social isolation, with 
practitioners also reporting benefits for school engagement and family relationships. 
Changes in physical health are less consistently observed, suggesting that the service’s most 
immediate impact is on emotional, behavioural and day-to-day functioning rather than 
broader health outcomes. 

 

10.2 Family Feedback 
The greatest improvement is noted in anxiety, and potentially challenging behaviour and 
relationships. There is no evidence to suggest that support lines have helped improve social 
isolation or physical health. Note that this reflects the opinions of 2 families, therefore not 
representative of the overall target audience. 
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11. Outcomes for Children and Young People - Tier 2 
Positive outcomes across a broad range of areas are reported for children and young people 
with more complex needs. Improvements appear strongest in anxiety and family 
relationships, with practitioners also identifying benefits for social isolation and engagement 
with school. As with Tier 1, physical health shows less consistent change, indicating that the 
most immediate effects of support are seen in emotional, relational and day-to-day 
functioning rather than wider health outcomes. 

11.1 Focus Group Perspective 
Focus group participants (3) agreed that improvements were better management of their 
child’s sleep, rather than complete resolution of the sleep issue, particularly for autistic 
children. Parents did describe greater stability and coping. 

• X shared that: sleepwalking, night terrors, and waking still occur, but the family feels 
less isolated and more capable. 

• Y reported that even with melatonin increased from 3mg to 6mg, the child still wakes 
1–2 times a week at 3–4am; sleep improves, then regresses, in cycles. The value is 
knowing what to do and having a toolbox to switch tactics. 

11.2 Practitioner's Perspective 
Tier 2 support has the strongest perceived impact on anxiety and family relationships, with 
additional benefits for social isolation and school engagement. Improvements in physical 
health are less clear, suggesting that the main primary impacts are in improving emotional, 
relational and day-to-day functioning for children and young people with more complex 
needs. 
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11.3 Family Feedback 
Parents/carers are most strongly associating with positive outcomes for their child, with the 
greatest apparent improvements in challenging behaviour, anxiety and engaging with 
school. There are also indications of benefit for social isolation, family relationships, and 
physical health.  
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12. Outcomes for Children and Young Adults - SSP 
Practitioner Perspective 
Positive outcomes are reported across several areas for children and young people whose 
needs sit between Tier 1 and Tier 2. Improvements are noted in anxiety, school engagement, 
social isolation, and, to a lesser extent, family relationships. However, as this reflects a single 
practitioner response, the findings should be treated as early indicative evidence rather than 
firm conclusions. 

 

 

12.1 Family Perspective 
There is no family perspective to report, as SSP families were not identified as part of the 
survey responses. 
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13. Outcomes for Parents and Carers 
13.1 Tier 1 

Family Feedback 
Universally, respondents reported improvements in emotional well-being, anxiety and 
depression, and the ability to maintain work. This indicates that even lower-level support can 
help reduce the wider strain caused by chronic sleep difficulties 

 

13.2 Tier 2 
Family Feedback 
Positive outcomes for parents and carers across several areas are noted, with the greatest 
improvements in emotional wellbeing, anxiety and depression. Responses indicate that 
Support Line support was less likely to have a positive impact on family breakdown and 
difficulties maintaining work. 
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14. Outcomes for Siblings 
Feedback from families suggests that there are positive impacts across both tiers, but the 
breadth and strength of evidence differs.  Tier 1 feedback is based on a single family and 
confirms improvement in sibling anxiety. Tier 2 suggests a broader pattern of benefit, with 
improvements reported in emotional wellbeing, anxiety, family relationships, and to a lesser 
extent sleep and school engagement. 

15. Outcomes for Families 
15.1 Tier 1 
Strongest improvements are in emotional well-being, anxiety and depression, and family 
relationships. There are also indications of benefit in school engagement, while impacts on 
maintaining work appear less clear.  

 

15.2 Tier 2 
Practitioners expressed greater certainty, noting strongest improvements in emotional 
well-being, anxiety and depression, and family relationships. There are also indications 
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of benefit in school engagement, while impacts on maintaining work are more variable.

 

The focus group allowed for more insight from Tier 2 families, expressing impact on the child 
and wider family wellbeing: 

• Better child mood and functioning the next day. 
• Fewer school behaviour issues (“frustrated… crying, screaming, kicking” on poor sleep 

days vs. better days when rested). 

15.3 SSP 
The SSP shows confidence that support leads to positive benefits for emotional wellbeing, 
anxiety and depression, and family relationships and engagement at school, but greater 
difficulty in maintaining work and family breakdown.   
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16. Wider Impact 
16.1 Measurement 
The evidence reinforces that sleep is not simply a bedtime issue, but a wider wellbeing issue 
for children, parents, carers and siblings. The Support Line’s wider value therefore lies not 
only in improving sleep routines, but in reducing emotional strain, helping families feel less 
alone, and building the confidence and capacity to manage ongoing or recurring sleep 
difficulties.  In turn, these benefits likely impact on other services, including the NHS, and 
specialist mental health services. 

One approach to quantify this wider impact is through Social Return on Investment (SROI), 
which places an indicative financial value on social and wellbeing outcomes that are not 
normally captured in service costs alone. This is relevant to the Support Line because many 
of its strongest outcomes relates to reduced anxiety, improved confidence, better coping 
and stronger family relationships. Applying appropriate wellbeing proxies to these outcomes 
can help demonstrate the wider value created for families. 

Any SROI calculation is likely to be more robust for Tier 2 support, given the greater intensity 
of input and clearer evidence of need and change. Tier 1 outcomes may be harder to 
monetise reliably because lower-intensity support is likely to involve higher deadweight and 
attribution to other factors. To accurately calculate SROI, greater onus on recording baseline 
data, tracking this and ideally using validated wellbeing tools would be needed. 

16.2 Benchmarking 
No SROI reports were identified that specifically monetise the impact of sleep support. 
However, wider research on interventions that successfully improve parental emotional 
wellbeing, mental health, confidence and coping provides useful comparator evidence for 
estimating the potential value of the Support Line’s wider outcomes.  

The SROI analysis found that Crann's Psychological Wellbeing services deliver significant 
improvements in mental health and resilience for children, adults and family members 
impacted by a disability. The programme generated €123,954 in social value, with 73% of 
participants reporting improved mental wellbeing, increased confidence and a greater ability 
to manage challenges, demonstrating strong social value and positive outcomes for families.  
This generated euro 4.05 for every euro invested.  https://reports.isv.org.uk/reports/a-
forecast-social-return-on-investment-analysis-of-four-themes-of-services-within-crann-for-
2023/. 

A broader comparator is provided by Kadel et al.’s 2022 scoping review of Social Return on 
Investment studies for mental health-related interventions. The review identified 42 studies 
published between 2000 and 2021, most from the UK, and found reported SROI ratios 
ranging from £0.79 to £28.00 for every £1 invested. Although the review does not include 
sleep-specific interventions, it is relevant because many of the outcomes reported across the 
Support Line, including reduced anxiety, improved mental wellbeing, confidence, coping, 

https://reports.isv.org.uk/reports/a-forecast-social-return-on-investment-analysis-of-four-themes-of-services-within-crann-for-2023/
https://reports.isv.org.uk/reports/a-forecast-social-return-on-investment-analysis-of-four-themes-of-services-within-crann-for-2023/
https://reports.isv.org.uk/reports/a-forecast-social-return-on-investment-analysis-of-four-themes-of-services-within-crann-for-2023/
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reduced isolation and stronger family relationships, closely align with the mental health and 
wellbeing outcomes valued in the SROI studies reviewed. 

However, this comparison should be treated with caution because Crann’s work, and those in 
the wider studies, are not sleep-specific interventions and differ from the Support Line in 
service model, beneficiary profile, duration of support and underlying SROI assumptions. It is 
therefore useful as wider comparator evidence for wellbeing, confidence and family 
resilience, but should not be used as a direct benchmark for Sleep Action’s potential social 
value. 

In 2019, the Global Value Exchange published a figure of £2207.27 (no longer published but 
used in Community Benefit Calculations for asset transfers by the author in the past) as a 
proxy value for participants noting a change in their mental health, after a year of community 
support.   

Data from Edinburgh Napier University, suggests proxy values of £3,000 - £4,000 (family 
functioning), £1,500 - £2,000 (carer burden reduction) and £64-£98, per family for avoided 
GP appointments.  Therefore, it is likely that the service is delivering significant social value 
for families in Scotland.   
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17. Service Costs & Funding

Overall, total support line costs are anticipated to grow from £169,209 to £186,553 over the 
next three years, with staffing making up around 89% of total costs each year. These 
projections represent no material change to service capacity – only inflationary rises.  

A shortfall of £55,000 remains in the current financial year and is being pursued through 
charitable trusts, foundations and community fundraising. If Scottish Government support 
remains at its current level, the annual funding gap is expected to increase, reaching £94,000 
by 2028/29. While this long-term pressure is not unusual in the current funding climate, 
action will be required to sustain the Support Line and, ideally, expand capacity to meet 
existing demand. The shortfall reflects a more restrictive funding environment, with greater 
emphasis on grassroots, face-to-face delivery and lower income thresholds, all of which 
disadvantage the Support Line. 

Consultation with the Support Line Manager suggests that an additional investment of 
approximately £30,000 is needed to manage current caseloads. This would cover the cost of 
recruiting and training Counsellors from the existing professional network.  Taking this into 
consideration, the funding requirement by year three is approx. £125,000. 

SSP and Tier 2 support are likely to be the most fundable elements of the service, given the 
vulnerability and complexity of the families supported. While Tier 1 provision is also 
important and preventative in nature, it may be less compelling to some funders because it 
addresses lower-level need.    

Where no fundamental change to delivery model/structure is anticipated, the fundraising 
strategy must consider: 

• Increasing unrestricted income, which may include adopting a subtle suggested
donation model for universal service – an approach used by counselling charities
also in receipt of government funding, ensuring a transparent approach.

• Seek funding for in-person support in local areas, especially where waiting lists
are longest and regional projects may align with National Lottery Community
Fund priorities.

£150,909 £158,455 £166,378

£18,300 £19,215 £20,175

ANNUAL COSTS: STAFFING VS OTHER 
COSTS

Staffing Other costs
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• Seek funding for awareness-raising and education with the organisations most
likely to signpost families to the service. Better professional understanding may
reduce inappropriate referrals and improve service efficiency, particularly for Tier
1 support.

• Approach HSCP contacts and local grant funders for smaller pots linked to
regional demand, emphasising reduced pressure on publicly funded services.

• Prioritise funders focused on families, parent/carer wellbeing and wider
household impact, rather than child outcomes alone.
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18. Service Strengths
Overall, practitioner and family feedback point to the same core strength: the Support Line 
combines specialist sleep expertise with a highly relational, family-centred model of support.

Practitioners tend to describe this in terms of the model itself: tailored responses, flexible 
delivery, specialist knowledge and the ability to provide ongoing one-to-one support across 
Scotland. Families describe the same strengths through their own experience of the 
relationship, particularly feeling listened to, understood, reassured and not judged.

Taken together, the evidence suggests that the service works because it does more than 
provide practical sleep advice. It helps parents and carers understand the problem, feel less 
alone, and build confidence to manage sleep challenges over time. This capacity-building 
approach is important: it avoids creating dependency and instead supports families to 
develop the skills, confidence and resilience needed to cope, even where sleep difficulties are 
not fully resolved.

18.1 Practitioner Perspective
Practitioners and support staff were asked to communicate three strengths of the service.  
Discounting the service-specific words, including sleep and support, the three key strengths. 

Tailored, Family-Centred and Flexible Support 
Practitioners highlighted the tailored, family-centred and flexible nature of the Support Line 
as one of its key strengths. Support is described as bespoke and personalised to each 
family’s circumstances, delivered at the family’s pace and adapted to the needs of individual 
children, parents and carers. Staff emphasised that the service is child-centred, holistic and 
responsive to changing needs, with flexibility around appointment times, duration and the 
level of support provided. Examples included “tailored responses”, “bespoke support”, a 
“family-centred team”, “realistic, tailored support” and “working with families at their pace”. 

Expert, Compassionate and Non-Judgemental Staff 
Many respondents emphasised the quality of the team, describing staff as highly trained, 
knowledgeable and experienced sleep specialists with a strong understanding of child 
development and children’s health needs. Practitioners were also valued for their empathetic, 
compassionate and supportive approach, creating a safe, non-judgemental listening space in 
which families feel heard and able to build trust. References to “expert knowledge”, “well-
trained Sleep Advisors”, “empathy”, “compassionate” and a “supportive non-judgemental 
service” appeared repeatedly. 

Accessible Support with Ongoing Relationships 

A third major strength was the service’s accessibility and continuity. Practitioners valued that 
the Support Line is free, confidential and available across Scotland, with self-referral options 
and consistent one-to-one support from the same professional. They also highlighted the 
importance of maintaining ongoing relationships with families and providing support 
without strict time limits, enabling help to continue for as long as needed. 
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18.2 Family Feedback
Family feedback highlights the relational quality of the service as a key strength, with parents 
consistently describing practitioners as understanding, supportive, empathetic and clear in 
their communication. Feedback is strongly positive, with families valuing a caring, kind, and 
non-judgemental approach that helped them feel heard and reassured. Alongside this 
emotional support, respondents also mention practical benefits, including the time taken to 
understand their circumstances, the value of ongoing support, and improvements in their 
child’s sleep when advice was successfully applied. 

Focus group feedback echoed these themes, emphasising the emotional and relational value 
of the service, with parents feeling listened to, understood and free from blame. 

• Z describes the sleep practitioner as a skilled listener, validating context and
constraints and not presenting advice as “preaching.” Even without clear progress,
she valued having tools and feeling less alone.

• X similarly valued being supported without being told she was doing everything
wrong.

• Y emphasises the importance of rapport and a personal connection, saying it felt like
talking to a friend rather than “a virtual person,” which made it easier to share
personal struggles.



19. Case Studies
19.1 Child X

Background 
X was 4, and lived at home with her mum, dad and two brothers. She has asthma that was 
well controlled and was under investigation by Speech and Language for autism. She 
was generally a happy child but did tend to become aggressive with others when she 
became overwhelmed.  

Mum reported that X had “never slept well”, and experienced nightly suspected night terrors. 
These vary in duration but normally last around last around 20-30 minutes and happen 
around an hour to an hour and a half after going to sleep. She would also wake 
an additional 3-4 times per night.   

What was suggested? 
The family’s sleep counsellor discussed the role of hormones in our sleep, and how that 
affects our wakenings. They looked at what in X’s day and evening could be causing her to 
wake up. A new, calmer, bedtime routine was introduced with less screen time and more of 
the quiet activities that X enjoys, such as colouring in and building blocks. A warm bath and 
story was also included.   

The sleep counsellor also looked at sensory input that could have been affecting X’s sleep. 
They suggested compression wear and deep pressure activities to help with regulation 
during the day and at bedtime.  

What happened? 
After implementing the programme, Mum reported, “Things are actually still really settled in 
terms of sleep. She’s made massive improvements since we last spoke, and we have even had a 
couple more nights where she has slept right through! Hopefully I’ll get used to these soon and 
not stay awake to constantly check she’s still there. "Thank you so much again for your help. I 
can honestly say it has been absolutely life changing for our family and especially [our 
daughter], we have a lot more good days with her now that she’s getting a better quality of 
sleep."    

19.2 Child A
Background 
P first contacted us in July 2023 about her 8 year old daughter A. P was a single parent and a 
survivor of domestic abuse. She had moved into a refuge when A was six months old and 
had moved numerous times since then, once because A’s father had discovered their 
whereabouts. They were now in a different part of Scotland. P did not speak English as her 
first language and had no friends or family nearby. She was getting no support from 
agencies at this point and described seeking support for her own mental health issues, 
describing insomnia, anxiety and depression. A had co-slept with her mother since birth and 
any attempts to sleep apart had cause outbursts so significant that the neighbours had 

55 



56 

complained. A said that she was scared to sleep alone. P had tried everything from wrapping 
her in blankets to offering boxing equipment. 

What was suggested? 
Our Sleep Counsellor L completed an assessment and sleep plan and began with very 
gradual changes to prevent overwhelm for either P or A. Progress through autumn and 
winter was interrupted by issues, such as bereavement and a period of poor health for A 
which required hospitalisation, which impacted on P, but within a few months P had 
engaged A in positive changes to make a more relaxing bedtime, albeit with regular 
setbacks. In spring 2024 A received some support from CAMHS for her earlier experience of 
trauma. Our Sleep Plan was shared with CAMHS who agreed that our support should 
continue. They then withdrew, although A’s emotional outbursts and negative moods were 
making any sleep progress inconsistent. Throughout 2024, A’s sleep demonstrated a pattern 
of progress and then deterioration. As A’s willingness to engage fluctuated, L did some calls 
with P and A together, as A often responded well if the suggestions did not come via her 
mum. L took a very gradual approach to avoid overwhelm, for instance rather than cutting 
out the TV completely, they agreed to keeping the television sound on, but with the screen 
turned off 

What happened? 
By January 2025, the situation was stable enough for P and L agreed to close the case. March 
2026, P got in touch again as A’s sleep had deteriorated significantly alongside other 
behaviours, which were now being identified as AuDHD. P completed a fresh sleep 
assessment and provided a letter of support for the ongoing CAMHS diagnosis referral. A 
responded promptly to P’s new sleep plan and by June 2026 was sleeping through the night. 
P is aiming to close the case in July after a final check in.  

P emailed this unsolicited feedback on 4/6/26  

Good afternoon. 

I would like special thank you for Mrs L who did absolutely wonderful work with me and 
my child during 2023 -2026 and offered us stunning and 100% professional support, 
understanding and individual care. 

We are very grateful and have succeeded in getting my 10 year old autistic and ADHD 
girl finally sleeping by herself in her own room after 10 years of struggle. 

I want to say that she is a wonderful member of staff. 

Kindly regards 
P 



   
 

57 
 

20. Service Delivery Challenges 
20.1 Barriers to Engagement 

Family Feedback 
Encouragingly, 80% of families (survey responses) confirmed they experienced no barriers to 
engaging with the Support Line, the remainder stating, “I’m not sure”, for respondents whose 
last contact with the Support Line was more than 2 years ago. One did, however, state “care 
commitments – dealing with more than one issue with more than one child in a single-
parent family”.  Conversely, later in the survey, one parent noted that a reduced waiting time 
was mentioned. 

Half of families completing the online survey reported that their wait was less than one 
month (including 4 Tier 2 families); nearly a third (30%) and 10% were seen within 3 months.  
The impact of the wait is reiterated below. 

Tier 1 Feedback Tier 2 Feedback 

We just carried on with managing as we had 
been 

I remember waiting for a while but can't 
remember how long but we did struggle with 
her sleep during that time and that meant we 
didn’t sleep during all that time as well she 
would go to bed and would wake up at 3 or 4 
am then wouldn't go back to sleep and would 
sleep right before school time that meant she 
would be staying home that day and that 
impacted our whole day. 

It was tough, but I appreciate that this is a busy, 
oversubscribed service, and it’s free, so I 
completely understood the wait time. 

It was a challenge as just my daughter and me, 
but it had been going on so long that the 
thought of hope anytime was relieving 

 It was not a big issue as our child’s sleep 
problems are chronic and ongoing. No magic 
bullets, just consistent routines. 

Focus group participants (3) were extremely positive about their overall experience, however 
one commented that support “just disappeared” after several calls over several months, 
without a sense of closure or check-in, despite ongoing problems. This contrasts with the 
experience of another participant with their experience of active case closure only once they 
felt ready (“she asked if I was comfortable enough to finish”). A suggestion of a periodic 
review model was given, akin to paediatric review cycles, and that additional formats are 
valued, but families stress choice and accessibility, are key. 
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Staff Perspective 
91.67% (11) staff report noting barriers to engagement for families once referred. Although 
current waiting times and lack of in-person support were noted, most barriers reported 
relate to family circumstances; parental time constraints, particularly balancing work and care 
commitments. The latter especially the case for single parents or those with dependents at 
home during calls with staff, affecting their ability to talk freely,  

A number mentioned the expectation that once referred, families were unable to sustain 
engagement due to including struggles with prioritising or consistently implementing sleep 
plans due to broader life pressures or a presumption that a quick fix is possible. e.g. 
Bereavement, escalation of the child’s challenging behaviour, homelessness, etc.) 

Remote service delivery can further complicate support, making it harder to assess 
environments and build rapport. Some staff note difficulties in fully understanding complex 
family situations and balancing the need for parenting advice with the primary remit to focus 
on helping with sleep.  

20.2 Delivery Challenges 
Challenges were noted throughout consultation that merit attention, although none were 
understood to be of a significant nature; 

• Challenges around managing a large team, particularly due to remote and part time 
nature/sessional nature of some of the team.  The latter proved problematic when 
team members were trying to schedule a call to discuss cases. 

• Lack of uniformity in the way that referrals are received – example given re HV 
leaving no contact details; referred a non-English speaking family to the service. 
These take time to unpick and deal with satisfactorily can be significant. 

• Operational management is under-resourced to allow for investment in resource and 
process development, some of which could save time and improve the service user 
experience.   

• Administrative support is efficient but limited to between 9 am and 12.45, 4 days per 
week, resulting in the service manager needing to deal with more urgent queries in 
their absence.  This takes them away from tasks such as creating resources (see 
above). 

• Overall, the staff team (75%) has enough time to support families to the level they 
require, although 25% (3) reported instances when they felt this was not the case. 
Staff express ‘juggling’ their caseload, finding it challenging to balance multiple 
complex cases, and manage time to follow up within timescales. 

• Focus group participants highlighted need for ongoing training aligned with the 
more complex caseloads experienced (e.g. autism) 
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21. Suggested Service Enhancements 
Suggested improvements are drawn from stakeholders' feedback and the assessment of data 
gathered during this study. 

21.1 Increased integration with other professionals 
There is some evidence to suggest that families want the service to be less siloed and more 
connected to the wider support system.  Focus group participants agreed that better 
integration with other professionals (GPs, schools) would strengthen the impact of Support 
Line support. Specific examples given: 

• X  - A short report to the GP summarising what was tried/advised could strengthen 
clinical conversations and ensure joined-up support. 

• Y highlights that GPs often “won’t do anything” without paediatrician pathways and 
that they only learned about Sleep Scotland via school/paediatrician lists—too late. 

• Z echoes the value of “knitting together” support across the child’s ecosystem, 
especially when parents don’t have the capacity to update the school themselves 

• Another suggested, “It would be useful for the service to interact with GP for child to 
ensure follow up in extreme cases - sleep walking, opening doors at night and 
getting out of the house, intense night terrors - GP unable to help but perhaps with 
information from the service other options could be looked into. 

21.2 Face-to-Face Appointments 

Face-to-face support was the most consistent request from families across both tiers (Tier 1: 
67%; Tier 2: 50%), indicating an appetite for at least some in-person contact where feasible.  
Additional comments suggesting that these could be local would be useful in ‘some cases’ 
and with a child present.   

Options for face-to-face support were debated in the focus group, demonstrating the need 
to flex to meet individual needs and circumstances. 

• X feels face-to-face could build trust and comfort. 
• Y notes in-person may be unrealistic for families with complex needs, but a 

Teams/video option could help. 
• Z felt phone support was sufficient in her case (especially because she didn’t feel 

rushed) but supports offering choice. 

One practitioner pointed out that you can’t always pick up on body language and cues over 
the telephone, impacting the appropriateness of the support and delaying trust and rapport. 
They did qualify this by stating that none of their caseload had ever opted for a Teams call. 
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21.3 Peer-to-Peer Support 
Peer support was raised only among Tier 1 respondents (33%). The value of the addition of 
peer-to-peer support was also discussed within the focus group; 

• Y values peer advice via a school parent network (example: magnesium lotion 
suggested by another parent helped). 

• Z prefers embedding sleep support into existing community groups, rather than 
creating a separate “Sleep Anonymous” silo. 

• X is cautious: peer groups can become judgmental and overly prescriptive; 
effectiveness depends on a strong non-judgmental culture. 

The value of peer-to-peer support is well recognised, particularly in helping families learn 
from one another, build confidence, and develop resilience during long waiting periods  
However, delivering this online requires careful consideration: previous experience risk, with 
discussions sometimes escalating to include inappropriate guidance (e.g. accessing 
melatonin without prescription), and as continuous moderation is not feasible especially 
when services are not operating seven days a week it’s apparent that any peer support offer 
must be designed with clear boundaries and risk management in place. 

21.4 Resource Development 

Staff identified several additional resources that would strengthen the service, alongside the 
need for more staff: 

- Developing more educational resources, such as podcasts and recorded or live 
workshops. 

- Standardising forms. 
- Streamlining resources, such as guidance on the sleeping environment, while allowing 

them to be tailored to the needs of individual families. 
- Increasing awareness among professionals in other agencies. 
- Creating follow-up videos to support parent conversations and provide strategies for 

sleep routines and sensory regulation. 
- Developing an app that builds on the Support Line experience by providing direct 

access to resources, including sleep diaries and sleep checklists. This could include 
three versions: one for under-fives, one for primary-aged children and one for 
secondary-aged children, with parents as the primary audience. 

- Developing a separate app for teenagers, encouraging young people to be involved in 
their own sleep plans, colour timetables and use the 50 images currently used by 
practitioners. Young people could build and retain these resources themselves. The 
team has reviewed the By My Side app by the Simon Community and would like to 
replicate elements of its self-care and mental health section. 

21.5 Adaptations to Delivery Model 
Model adaptations from a family perspective were touched upon during the focus group. 
Participants shared that scheduling calls is hard for working parents; calls are not “5 
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minutes”—they last 20–30 minutes (often longer), requiring protected time, suggesting that 
evening/weekend options would help some users. 

Feedback from support staff on possible improvements, including expanding service formats, 
by offering in-person or blended support alongside remote options to better meet family 
needs (see resource development). 

21.6 Early Interventions 
Early intervention could include in-person awareness raising in schools, helping children and 
families understand the factors that support healthy sleep. Ideally, sleep education would 
form part of the school curriculum, enabling children and young people to take greater 
ownership of their sleep by understanding why it matters and what influences it.  Other 
options suggested by staff included developing sleep education courses delivered through 
family centres, training workers or delivering sessions in family centres and community 
settings and using trained professionals to take sleep knowledge back into their own 
services. 
Suggestions of ways in which to reduce the waiting list, and avoid lower uptake of 
appointments longer term, were the introduction of parent support workshops and online 
Q& A sessions. 
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APPENDIX 
Sleep Plan Example 
It was good to speak with you and M(partner) again today. Thank you both for giving me 
such helpful information about Z and her sleep. 

Firstly, I want to highlight how well you’re doing. You both sound like loving and 
responsive parents who have been doing a great job taking care of Z, so do try to be kind 
to yourselves and celebrate your wins! 

You mentioned that your goal is for Z to feel more confident sleeping independently and 
to have less night wakening’s. I’m hopeful that, with these suggestions and some more 
patience and perseverance, you and Z can achieve this. 

ABOUT SLEEP 

Understanding some of the factors which affect sleep can help the suggestions make 
more sense. 

Our body clock governs sleep, and is affected by light, meal times, and routines. Our 
body clocks regulate the release of two key hormones: 

· Melatonin (sleepy hormone): released in low light, helps the body prepare for sleep. 

· Cortisol (stress hormone): makes us feel awake. It increases with stress, excitement, 
activity. 

Too much cortisol at night can make it hard to fall and stay asleep. A wind-down hour 
before bed helps reduce cortisol and lets melatonin rise. 

Another concept is sleep pressure. Starting from when we wake in the morning, sleep 
pressure starts low and rises through the day. 

Here’s a short video from us which covers this info: 
https://www.youtube.com/watch?v=OKdO1Hxg2jU&ab_channel=SleepAction 

Z’s sleep 

Amount of sleep – You told me that Z gets roughly between 9 ½ - 11 hours sleep per 
night, plus a 45 min-1 hour nap on non-nursery days. Including her nap, Z's sleep time is 
within the average needs for her age: 

Night wakening’s – You told me that Z typically starts waking from midnight onwards. 
While this may not be ideal, this pattern of deeper then lighter sleep through the night is 
perfectly normal. The goal is for Z to have as little cortisol in her system as possible 
during the night so she can fall back asleep more easily, while recognising that it’s 
totally normal for these wakening’s to happen. 

Here’s a hypnogram showing an example of someone’s sleep over 9 hours which 
illustrates this pattern: 

The main takeaway here is that Z's amount and pattern of sleep are within the normal 
range, but I appreciate that the situation with the long night wakening’s is not ideal. 
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Let’s build on the great foundation you already have by looking at ways we can reduce 
the amount of cortisol in Z's system at night and consolidate her sleep. 

ROUTINE 

Wind-down hour 

It’s clear you’ve considered the importance of Z having time to wind down before sleep. 
There are so many things you're doing well with her bedtime routine so I'm not going to 
suggest any huge changes, just some tweaks and things you could add. 

I've written out a suggested wind-down hour based on the one you already have – feel 
free to tweak it to suit you. When you’ve decided on the wind-down hour, keep sticking 
to it consistently as you have been. 

Before wind-down hour – stimulating activities such as busy, active play and bath/hair 
washing 

7pm – Creams and pyjamas on after bath (10 mins) 

7:10pm – Offer bedtime snack (5 mins) 

7:15pm – Quiet, calming activity (see attached handout for ideas) (20 mins) 

7:35pm – Bathroom to brush teeth, toilet etc. (5 mins) 

7:40pm – Move to bedroom, get Z settled in bed and read bedtime story (15 mins) 

7:55pm – Tuck Z in, say goodnight and settle at current stage of Graduated Withdrawal 

Slightly later bedtime – a bedtime of 8pm could help give Z more time to wind-down 
after her bath, and could help push her morning wakeup time closer to 7am. You can 
push her bedtime forward gradually, by 10 mins per week 

Bath and hair – as discussed, it might be a nice idea to have a look for a hairdresser 
specialising in curly/afro hair. They could give Z a haircut or even just a wash and style, 
and give you some guidance on ways to manage her hair (which you are already doing a 
great job of being attentive to). You may find this page useful: How to Detangle Kids' 
Curly Hair Without Tears: A Step-by-Step Guide 

Bedtime snack – it’s a good idea to offer Z a bedtime snack at the start of the wind-down 
hour. It’s okay if Z doesn’t want it every night, but it’s good to have it on offer. It’s best if 
the snack is low in sugar, carby and a bit filling, such as a slice of toast, bit of Weetabix 
etc. 

Moving between rooms – when you and Z move from one room to another during the 
wind-down, try not to go back, e.g. living room > bathroom > bedroom. Changes in 
environment can raise cortisol levels 

Choices during wind-down hour – rather than Z making choices (e.g. which bedtime 
stories you'll read) during the wind-down, I suggest having her make those choices 
earlier in the day, perhaps in the morning or early evening. Decision-making can be 
exciting and raise cortisol levels 
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Consistent parental approach – it's absolutely fine for you to alternate who settles Z, 
but it's important to make sure your approaches match closely 

Z's nighttime story – as discussed, a social story of Z's nighttime routine can help her 
understand what will happen at bedtime and feel more confident about going back to 
sleep if she wakes during the night. Please find the template attached; feel free to alter 
it, and you can even get Z involved by making drawings for it if she’d like. Read this with 
her during the day, outside of the bedtime routine. 

SETTLING & NIGHT WAKENINGS 

I recommend the Graduated Withdrawal technique to support Z to gradually settle 
more independently (instructions attached). I know you’ve tried this before, but I 
encourage you to try it again consistently for at least 4 weeks. 

Things to note: 

· Consistent approach – make sure you both settle Z the same way and at the same 
stage as each other 

· Try to resettle Z the same way during night wakenings as you do at bedtime so she 
builds a consistent sleep association – as discussed, it's totally fine to tuck her back in 
after her night wakenings before sitting down at your current stage of GW 

· Explain the process to Z during the day so she is prepared for it come nighttime, being 
gentle but firm 

· Let her know about any changes (such as moving to the next stage) during the day too 

This will be an adjustment for both you and Z and there might be some resistance at 
first, but I encourage you to try sticking with it until it becomes familiar. 

Dummy 

As discussed, you may want to look at phasing the dummy out before trying Graduated 
Withdrawal again. We discussed how you can broach this with Z during the day again 
and introduce another comfort item for her, e.g. a blanket with a texture Z likes, or keep 
emphasising her teddies as you already do. You could try sleeping with the blanket or 
teddies yourself for a night or two so that they have your scent. 

I also attach our handout on dummies, and one from the NHS (this one has suggestions 
about getting rid of dummies quickly and slowly, so the quicker ones will likely be more 
helpful to you) 

NAPS 

As Z no longer naps on nursery days and has been managing with shorter naps at home, 
I think it may be beneficial to look at further reducing her naps. It's totally up to you 
when you want to do this, but bear in mind that doing so will likely contribute to setting 
her body clock and consolidating her sleep. 

How to reduce nap 

· Reduce the nap very gradually, by around 5-10 minutes per week 
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· Try to get it down to 20-30 minutes, or no nap at all when you think Z will be fine 
without 

· Z may seem grumpy at first – this is normal and her body clock will adjust over time 

Timing 

· Consistency – try to make sure naps happen at the same time each day to help set Z's 
body clock 

· Earlier in the day is better – make sure Z doesn’t sleep past 2pm 

Afternoon slump 

You may notice Z having a bit of a slump in the afternoon as you reduce her nap. It’s 
completely natural for us all to have a slump in the afternoon. Plus, Z's body clock will 
be adjusting to the shorter nap. 

To help Z through this slump, you could build in some quiet time/downtime in the 
afternoon. You could do this by making a quiet corner in the living room for quiet play 
e.g. hand-eye co-ordination activities, reading stories, etc. 

I’ve attached our handout on Toddler naps for your info. 

I appreciate this is a lot of information. It’d be good to set aside time to go through these 
suggestions together and decide upon how you’ll implement them. Then you can 
explain things to Z with a positive and encouraging attitude. This will help to inspire Z’s 
confidence in herself and the changes to her routine. Whenever she does something 
that moves her in a positive direction, give her heaps of praise. 

We recommend trying the sleep suggestions consistently for at least 4 weeks. If after 
that time Z is still struggling, you’re welcome to come back to us and we will look at 
things again – our door is always open. 

We’ll send you an optional evaluation form in 4 weeks. The form is quick to fill in and we 
really value your feedback. 

I’m wishing the three of you all the best and for a good night's sleep.
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Family by Local Authority 
Local Authority Tier 2 Tier 1 SSP Total 

Aberdeen City 7 11 0 18 

Aberdeenshire 13 9 0 22 

Angus 9 8 1 18 

Argyll and Bute 1 2 1 4 

Borders 1 0 0 1 

City of Edinburgh 95 61 1 157 

Clackmannanshire 10 8 0 18 

Dumfries and Galloway 30 14 0 44 

Dundee 1 0 0 1 

Dundee City 5 0 0 5 

East 1 0 0 1 

East Ayrshire 23 8 0 31 

East Dunbartonshire 27 11 1 39 

East Lothian 25 13 1 39 

East Renfrewshire 10 3 0 13 

Falkirk 22 14 2 38 

Fife 45 28 1 74 

Glasgow City 120 27 1 148 

Highland 24 15 0 39 

Inverclyde 4 2 0 6 

Midlothian 26 24 0 50 

Moray 5 7 0 12 

Na h-Eileanan Siar 0 2 0 2 

North Ayrshire 15 2 0 17 

North Lanarkshire 58 31 1 90 

Orkney Islands 0 3 0 3 

Perth and Kinross 16 8 0 24 

Renfrewshire 28 8 0 36 

Scottish Borders 13 14 0 27 

Shetland Islands 0 1 0 1 

South Ayrshire 18 2 0 20 

South Lanarkshire 49 39 1 89 

Stirling 12 7 0 19 

West 0 1 0 1 

West Dunbartonshire 18 7 1 26 

West Lothian 35 19 0 54 

Total 766 409 12 1,187 
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